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Changing the Culture as part of
consolidation
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Lean...working smarter not harder
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The Traditional Approach

Traditional

- Focus on bits of the process

&3 Value Improvement focused entirely
Siow Added I on Value Added steps

 Difficult /

- Often required investment ~:

 |ncremental results

Time

Focus on the 10% that is value added
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The Lean Approach

Lean

» Considers the whole

p Focess Value Improvement focused
Added

on removing waste

 Faster
« Easier

« QOften lower cost

» Break through results

90 % of process steps (some necessary) are ‘non-valued added steps
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Non-Value-Added ........ \Waste

« Non-value added activities are categorised
In the form of the ‘8 Wastes’:

- Transport

- Inventory

- Motion

- (P)eople

- Waiting

- Over production
- Over processing
- Defects

Focus on removal of non-value added tasks to improve capacity
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Operational Improvement Approach

e Value Stream Analysis (VSA)

— Supply chain ;‘end to end’ process/steps that
delivers value to the customer

* Process & Planning Event (2P)
— developing the detailed plan
 Rapid Improvement Event (RIE)

— A series of ‘doing’ events

— Important to have all key players there!
e Q,HR,H&S,Fac.
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A3 thinking on a
single page

1sei:

1. Reason for Action

oo W

Therefore the required improvement
themes are:

N |

2. Initial State
a b

Where are we now? — Associate a measure to each of the aims in box 1.

o

Initial

State
Prod

Reflections: what did you learn from this and what are you going to do as result? AND SO WHAT?

4. Gap Analysis Go

NN
/ /

Reflections: what did you learn from this and what are you going to do as result? AND SO WHAT?

Blood and Transplant

H 7. Completion Plan

m-m-

Storyboard complete Fndiy of RIE

Connect Brief completed TIL Friday of RIE
Week

OIP Poster complete TIL Friday of RIE

Update Attendance Sheet Facilitator mﬂay of RIE

check if required/ perform Risk TIL

assessments GMP and H&S

8. Confirmed State wonitor and irack resuits against the measures defined in ital state
To be updated 30, 60 , 90 days and A3 on mission control refreshed.

5. Solution Approach M
Cause Solution Idea Effecing Ease | Impact | Cost
Themes
1
X A
2
.

: Solutions

4
Key Easy/High/Cheap A Medium X Hard/low/expensive
Reflections:  what did you learn and what are you going to do as a result — AND SO WHAT?

. [co
For RIES,set objectives for each of the measures for what is achievable in 90 days, These wil be re-measured at

30, 60 90 day follow up, in box 8. In 90 days, any hould influent box 3 =box8

a b

Target
State

Reflections: what did you learn from this and what are you going to do as result? AND SO WHAT?

[co [NEEEN

Follow up Action

6. Rapid Experiments

Experiment Anticipated Effect Actual Effect

Reflections: what did you learn from this and what are you going to do as result? AND SO WHAT?

oo T
a b

highlight if the
oo T

. Confirmed
8 is red or green ‘
What did not go well?

Quality

Cost or Productiv

The table belc : ;tate
Reflections: what did you learn from this and what are you going to do as result? AND SO WHAT?

9. Insights

Potential Benefits What went well?

Issues Actions
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What is a Rapid Improvement Event ?

RI E (Kaizen event) ;

Rapid Improvement Events are the Vehicle of Change

» A way of delivering rapid change in one week

« An opportunity for the Team to make change happen
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Standard Work

The Standard Work steps are:

« Time observation to understand the e —
‘cycle time’ whamm O00000=0e”

| I:".r:."'.':' . HH e

+ Calculate the takt time e e

- (Calculate the correct number of staff

- Balance the work between the staff

« Document the sequence of work Tool example shown is the bar chart;
used for work balance.

- Document the process layout and flow
« Create ‘key points sheets’

| First Follow the standard work then find a better way |
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We revisited the pod design and standard

work

Removal of waste allowed 2 people to run a Pod

Al :@.Q 11 | 33%

s (\ﬂ improvement in
_ j Pod
= O | Productivity ‘
FQ DD Operator 1 — PCS74, Load
ID @) centrifuge, Press
>

Operator 2 — SO7 & Cut
down
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Visual Management

« Develop processes that can be visually
managed.

 Management has value added & non
value added steps

» Visual management eliminates lots of
non-value added steps

« |eaders can devote more time to
Improvement

« Visuals make it easier to do right

Lean aspires to the 5 second rule
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The Lean Cell

1 by1 Flow FLOW PULL

On Demand

6S STANDARD
Lowest Cost WORK

Visually Managed

VISUAL MANAGEMENT

Where people and process come together to create flow
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Human Dimension of Improvement

B 'y

E BELIEFS DECADES
H

A

\V/

5 VALUES YEARS
U

R

C HABITS MONTHS
H

A

N

2 ACTIONS WEEKS

CULTURE is the sum of our collective behaviors
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Role of the Leaders

» Define Purpose e
— Set out clear purpose/vision & strategy Purpose

— Define value at highest level

» Drive process improvement
— Clear future state

— Champion flow, pull, waste elimination &
zero defects

Drive

Culture __
— Support RIE’s
- Align the people & organisation ps il e
— QOrganised by value stream Organisation Improvement

— Trained and educated

Lean cannot succeed without leadership
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Phases of a Transformationa

o

\S
r'y "@'Q .3{'9“
RN
¢
Ci \op\"®
o 0V o anets
Jd N
a % e Understanding
T xﬂ\"ﬂg d{\"ﬂ'\ &
= O o '¢ Embedding
@ ﬁa\gﬁw Principles
= eN Changing
o AV
= Values
2
o 0¥
5 W / Changing
£ L Habits
Changing
Actions
>
Introduction Intense Development
Year 1-2 Year 3-5 Year 5-10

N/10 pace and 1-3% dedicated to Continuous Improvement
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———

Does Manufacturing size matter?
Are there efficiencies of scale?

:
-
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NHSBT evolution

Modernisation Programme:
Blood price: £140 ﬁ .23,

2007 > 2013 .
11 Processing sites 5 Manufacturing sites
10 Testing sites 2 Testing sites
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- General common points seen on visits

— Lean thinking is at an early stage (ideas)
— Few skilled Lean practitioners; No formal training in Lean
— High numbers of scientifically (graduate) trained staff

— Lack of targets, or scheduling information for a typical days activity ‘

— Lack of Supply chain coordination between

» Manufacturing/Collection/ Testing/ Logistics (What is done is mainly at ‘Top
Table’)
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- General Points specifically in Processing:-
— Visual Management information (little or none)
— No daily target/performance information displayed |
— No evidence of Standard work measurement
— Part of Rapid Improvement Exercise
— QOver processing
— Multiple mixing steps from arrival through to final components
— Over complexity

— Variable blood collection volumes, necessitates weighing/balancing
— IT checks to interrogate for ‘exceptions’ ‘

— Batching, Waiting
— Components ‘pile up’ at certain pinchpoints , sit waiting in the work area
— Lack of Flow
— Excess movement of people and product
— Need to re-align mechanics to balance/flow the process (Pod thinking)
— Productivity highly variable (Not measured hour by hour)
— Driven by ‘end of shift’ time, meal breaks,etc



[Bﬂ European NHS|
Blood Alliance Blood and Transplant

What has changed since the Flying
Squad visit?

Have we stepped into ‘limelight’
from behind closed doors?



What has changed since the Flying INHS
[Bﬂ EtnnJAﬂmn.:-e Squad Visit? Blood and Transplant

Whole Blood receptlon area: before EBA venue
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After Flying Squad Venue: Creating a Lean
and Productive Processing Facility

Processing PODs under development
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What has changed since the Flying Squad Visit?

Are we ‘hot or cold’ on Lean?




Pod configuration & o -
[M Rinst aitaice workflows EInDie Fiee Cross

Pod configuration: 3 centrifuges, 6 component extractors, 3 employees
*  Workflows, pods used both whole blood and platelets(bc) processing:

— Whole blood: separation IT registration, mixing, packing into adapter cup,
centrifuging, pressing 1
— bc-pooling at an another pod

— Platelets: mixing of bc-pool, packing into adapter cup, centrifuging, pressing




PLT(BC) process cycle time

[Bﬂ E"mFEF” ] Finnish Red Cross
BRlood Alliance before and Wlth OdS, h Blood Service
909 WB
12 187 PLT
33 employees
LS Before pods:
9 h cycle time for
platelet process (if —900
WB units in process)
8 - .
sos v et
178 PLT
36 | 37 employees 888 WB Before pods:
employees 161 PLT
6 5 h cycle time for
30 employee

platelet process (if ~600

N
N

AN

WB units in process)

~_1

[
1 (4.42012)

[ [
2 (11.4.2012) 3 (12.4.2012)

[
4 (4.12.2012)

With pods:

4 h cycle time for
platelet process (no
matter how many WB
units in process)
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12 — Post-Implementation Review (6 months)
PLT(BC) process cycle time, h
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« More integrated approach to the Supply chain mqgt.

 Value Stream mapping of Supply chain —remove waste
and utilise RIE approach to engage staff

 Educate staff in Lean as part of individual development

e Consolidation although helps improve efficiencies of
scale, still requires a change a culture

 Pod or Cellular design, helps operators to target and
measure (hourly) activity, based on Standard Work.

 Further collaboration through benching is a key aspect of
sharing and skills transfer of Lean approaches.

« Top Level investment is essential in formalising a
Transformational Plan of Care (TPOC) which needs ongoing
sustainment.

|





